surrounding this topic that concerns them" is difficult to understand as written, and could be rewritten to be clearer and more specific. The introduction as written implies that basic life support is not a GMC graduate outcome. This is not correct (see 17 a-d). It was slightly odd to have the eleventh participant identified as participant 12. I was not convinced about the Category 1 and 2 approach. It was, however, useful to see how much extracurricular training participants had had, although I wondered how this data was obtained and how reliable it was (extracted from the interview data? obtained from demographic forms (if the latter, how was the question which elicited this data phrased, given that a wide range of experiences is 'counted' as such training? did the experience have to be recent to 'count'?). I was unclear whether any actual experiences referred to had occurred during or outside such training as was reported. However the A,B, and C categories were very useful and clear. The authors report that theoretical saturation occurred "early" in data collection. Perhaps it would be useful to tell us how early. Finally, I felt a little unpersuaded by some of the illustrative quotations. Perhaps they were a little too short to illustrate the theme suggested, in some cases. For example, on page 11, neither of the quotes in Line 13 and Line 35 seem to illustrate their preamble. It was not clear whether previous exposure to responding was perceived to be a learning experience (one quote suggested that one did learn from "mistakes", whereas there was another quote from a 2A student who did not feel able to help in a future situation). Can the authors clarify whether they are suggesting that extracurricular training and/or experience (or perhaps only training?) is necessary to build confidence, and ideally which aspects of training (de-briefing? emotional support cf technical support? situational awareness? bystander management? for example) seem to be important? The authors argue that additional training is useful, but have not given us enough data to enable the reader to evaluate the likely mechanisms, contexts and outcomes of such training. The reader would also benefit from knowing more specifically what training is already provided in the medical school curriculum. This further information seems to be very relevant to the authors' recommendations about including further training and guidance in the medical school curriculum. Should Line 31 include an initial "A"? I think the concern about being "just in the way" is very pertinent, and points to the importance of the particular context of the witnessed emergency, and in particular whether other trained first responders are present (which is presumably more likely to have been the case in Category 1 participants?). There also seemed to be some uncertainty about the type of "help" in question -one participant suggested that calling the ambulance services would qualify. How did the authors and participants define "responding"? Overall, again, I suspect that more information about the context and experience of previous episodes of responding would strengthen the paper.
In summary I think this is a nice paper on an important and interesting topic, and that it would be strengthened by modifications to the reporting and interpreting of the data obtained. The point raised "lack of knowledge and or skills which could imply that education could be improved" contradicts with conclusions of reference number 13, and the views of doctors that factors such as patient age, quality of life etc. Why education here did not make any difference. 8. Methods: State the place of the study. When was the study carried out? State the study design. Why did you choose to use semi-structured interviews rather than focus groups? 9. Not clear about "reflective journal" and I cannot see a follow up of this issue in the manuscript. How did you carry out and apply these "reflective journals" together with the interviews? How did you train the students to write these reflective journals? What did they do in these six months? When did they start the reflection, and when did you conduct the interviews? Justify your design. The description given is poorly written and mixing things (lines 15-60). 10. Selection of students is not appropriately done. "Twelve UCL medical students were invited to participate" (line 46). On what basis did you choose these students? And how these 12 students come to fit into what you are describing in Box 1. It does not make sense. "Snowball sampling" is usually used in hidden population such as sex workers, drug addicts etc. and in focus groups when it is difficult to recruit participants. It has numerous limitations and will be a cause of biases in "personal interviews". 11. Page 4: last paragraph: Again, authors might have a subtitle about "interviews" and then discuss how the interviews were designed, what were the precautions taken, what was the trigger used, how they maintained standardization, etc. These areas should be considered in the description of this part. 12. "legal, professional and ethical obligations to intervene", it is important here to state that medical students are expected to provide first-aid care exactly as a person from the public trained in this area.
REVIEWER
13. Page 5: The writing in several places is not at the standards of academic writings. For example, "…how they think they would" 14. Box 2: The proposed scenario is turning things as an ethical challenge. Is this the authors' aim? While I agree that students may feel "over confident" than a person trained in first-aid from the public or "under confident" (possibly afraid to cause harm or not being sure that his/her performance will meet the public expectations), a range of differences may be noted in performance based on how confident they are and also whether they think that need to perform exactly like a member from the public trained in first-aid. The views expressed later under results show that they are trying to separate themselves from the public or did not think about patient safety.
15. Page 5: Again, the remaining part of the methods should be amended and strengthened.
16. Why only 6 participants only responded to participant validation?
17. In the abstract "we carried out 11 one-to-one semi-structured interviews" while in Thank you for this paper, which focuses on an interesting topic -medical student responses to witnessed out of hospital emergencies. It is clearly written and well structured. The research questions were to understand UK medical students' experiences of providing out-of-hospital emergency care and to identify areas where students feel they lack knowledge and/or skills. I feel that the paper would be strengthened by the authors' providing more detail about students' actual experiences of responding.
We thank the reviewer for their positive comments. We agree that further context would be helpful for the reader and so have added the following statement on pages 5 to 6: "Of those who had responded to an out-of-hospital medical emergency, four had provided assistance when someone had collapsed. They assisted by performing BLS, calling for help and/or putting the patient in the recovery position. Three participants had helped people who had sustained traumatic injury by applying pressure to the injured area to stop bleeding. Half of the participants who had responded to an out-of-hospital medical emergency had intervened whilst on duty in a voluntary or paid first aid role and half had intervened upon encountering the situation whilst off duty. Participants who responded as a first aider on duty reported having never responded alone to situations. One participant who was not on duty also described responding to someone who had collapsed as part of a group of medical students. However, five students reported responded to out-of-hospital medical emergencies alone. Two participants described experiences of managing bystanders, for example the students asked bystanders to step away, call for help and/or provide assistance in BLS. Two participants had encountered out-of-hospital medical emergencies but did not offer their help or intervene in the situation in any way. Two participants had never witnessed an out-of-hospital medical emergency".
I note that 8 of the 11 participants had in fact responded to an out of hospital emergency (are the authors aware of any literature which reports on the frequency of such responding in other studies? this struck me as high for a medical student cohort), which suggests that we could hear more about these experiences, even if some participants struggled to recall details (which perhaps bears some comment, given that some data presented suggests that these were distressing -perhaps we could hear more about this). Students were purposively sampled to ensure a range of experiences so this may be a higher frequency than usual. A survey of final year medical students' experiences of CPR and advanced cardiac life support conducted by Hunskaar and Seim(14) found that 47% of 76 students in their study had participated in CPR outside of a teaching environment. We have included this study in fourth paragraph of the introduction (pages 3 -4): "A survey conducted at a Norwegian medical school found that most final-year medical students had had non-interventional experiences of medical emergencies (for example, 72% of 76 students had observed defibrillation); however, fewer students had provided emergency medical care outside of the teaching environment (for example, 47% had participated in CPR)". Otherwise, there is little quantitative data available on this topic. As stated above, we have added details of the experiences, and commented on the recall in the discussion.
How were out of hospital emergencies defined by the authors and by participants? (Would a simple faint or fall with minor injury be included, for example?). We define an out-of-hospital as a place that is a non-clinical setting, where access to medical personnel and resources is limited. We define a medical emergency as any situation in which appropriate and rapid medical intervention is essential to prevent death or serious injury. These definitions have been included in the introduction (page 3). JX did not define an out-of-hospital emergency to the students at the start of the interview because this was the opening question: "what is your definition of a medical emergency?". JX did not want to influence how students defined a "medical emergency". It was also interesting to gather what students felt were examples of medical emergencies. We wanted the examples to be led by students' own experiences rather than meeting a strict definition.
Many comments quoted seem to apply to potential scenarios rather than actual experiences. A companion survey confirming some of the authors' conclusions on a larger, perhaps more representative medical student cohort, would have strengthened some of the authors' conclusions, for example about student expectations of the medical school curriculum. We agree that this would be a valuable area for future research, as suggested in the conclusion. However, this project was undertaken within a limited time period as part of JX's intercalated Bachelor of Science over one academic year and so it was not possible to carry out a confirmatory survey.
I have some more specific comments. The abstract is well written. Ideally the authors might consider writing "views on (or about), and experiences of " rather than "views . . . of". We have changed "views . . . of" to "views on and experiences of".
The sentence in the conclusion which includes "clarification on the laws and ethics surrounding this topic that concerns them" is difficult to understand as written, and could be rewritten to be clearer and more specific. This has been changed to "[students] wanted clarification on whether or not they have an ethical and/or professional duty to help" on page 2.
The introduction as written implies that basic life support is not a GMC graduate outcome. This is not correct (see 17 a-d). This has been changed to "The General Medical Council (GMC) states that qualified doctors in the UK must be competent to diagnose a medical emergency and provide immediate support.(7) General Practitioners are contractually obliged under the General Medical Service (GMS) to provide emergency treatment during core hours for any persons within their practice's area.(8) UK medical students do not have a legal or professional duty to help, nor the same ethical obligation as a qualified doctor.(9)" on page 3.
It was slightly odd to have the eleventh participant identified as participant 12. We were accounting for the one student who declined to participate in the study, identifying them as 'potential participant 10'. These numbers have now been corrected to reflect the number of actual study participants.
I was not convinced about the Category 1 and 2 approach. It was, however, useful to see how much extra-curricular training participants had had, although I wondered how this data was obtained and how reliable it was (extracted from the interview data? obtained from demographic forms (if the latter, how was the question which elicited this data phrased, given that a wide range of experiences is 'counted' as such training? did the experience have to be recent to 'count'?). Participants were "purposively [sampled by JX] according to their medical emergency exposure levels" (stated on page 5). Therefore, participants' level of exposure to out-of-hospital emergencies and their experiences were known to the principal researcher prior to data collection. Participants who were interested in participating were e-mailed brief screening questions about their exposure to out-of-hospital medical emergencies and experiences of witnessing or intervening in out-of-hospital medical emergencies in order to categorise them prior to recruitment. Participants' level of exposure to out-of-hospital emergencies and their experiences were then further confirmed by their responses to the interview questions, for example question 2 on the topic guide was "Have you ever responded, outside of a teaching environment, to a medical emergency in the public?". Therefore, we believe that this data is reliable. Participants were categorised according to their level of exposure at the time of the interview (e.g. "Category 1: participants who currently have greater exposure to out-of-hospital medical emergencies"). We have clarified this in box 1 on page 4 to 5.
I was unclear whether any actual experiences referred to had occurred during or outside such training as was reported. Participants were asked about out-of-hospital experiences only. We have clarified this in the section 'Interviews' on page 5. All the data collected and all the quotations in the manuscript are in the context of out-of-hospital emergencies only.
However the A,B, and C categories were very useful and clear. The authors report that theoretical saturation occurred "early" in data collection. Perhaps it would be useful to tell us how early. Theoretical saturation was identified after completion of the eighth interview. This has been added to 'Analysis' on page 6.
Finally, I felt a little unpersuaded by some of the illustrative quotations. Perhaps they were a little too short to illustrate the theme suggested, in some cases. For example, on page 11, neither of the quotes in Line 13 and Line 35 seem to illustrate their preamble. We have checked that all quotations illustrate their preamble. We have removed a quotation on page 11.
It was not clear whether previous exposure to responding was perceived to be a learning experience (one quote suggested that one did learn from "mistakes", whereas there was another quote from a 2A student who did not feel able to help in a future situation). Previous exposure to responding was clearly associated with greater feelings of knowledge and competence. The point about learning experiences has already been highlighted with the quotation "the first time… you always panic because you don't know what you're doing, but then you learn from each mistake, get better over time" (03, 3rd year, 1A) on page 9.
Can the authors clarify whether they are suggesting that extracurricular training and/or experience (or perhaps only training?) is necessary to build confidence, and ideally which aspects of training (debriefing? emotional support cf technical support? situational awareness? bystander management? for example) seem to be important? Students reported feeling that extracurricular first aid/response training was currently more comprehensive than medical school training, but would prefer it to be delivered as part of medical school training. They felt that their knowledge of assessing the situation, their legal obligations and the technicalities of responding were adequately covered; but required further exposure to these situations to build confidence and greater clarification on their ethical and professional duty as medical students. Students did not mention wanting de-briefing or reflection or emotional support as part of training to build confidence. Students did share how they were affected emotionally by their experiences. We have added further details within the 'Implications' section on page 13 to reflect this.
The authors argue that additional training is useful, but have not given us enough data to enable the reader to evaluate the likely mechanisms, contexts and outcomes of such training. We have expanded on the implications for training on page 13. The data collected only provided a preliminarily indications of how training should be improved. More research needs to be conducted in this area to provide further details on the likely mechanisms, contexts and outcomes of such training.
The reader would also benefit from knowing more specifically what training is already provided in the medical school curriculum. This further information seems to be very relevant to the authors' recommendations about including further training and guidance in the medical school curriculum. This information has been added in the introduction: "Students at UCLMS receive training in adult, paediatric and obstetric basic life support (BLS), adult and paediatric advanced life support (ALS) and critical care in the hospital setting" on page 3.
Should Line 31 include an initial "A"? Yes, this has been corrected.
I think the concern about being "just in the way" is very pertinent, and points to the importance of the particular context of the witnessed emergency, and in particular whether other trained first responders are present (which is presumably more likely to have been the case in Category 1 participants? There also seemed to be some uncertainty about the type of "help" in question -one participant suggested that calling the ambulance services would qualify. We defined "help" as any positive impact to improve the situation, which may be performing a physical task, such as airway management, talking to the victim to reassure them or calling for help. Participants also acknowledged that there are many ways that anybody, including lay persons with no first response/ cardiopulmonary resuscitation/ medical training, can help improve the situation.
How did the authors and participants define "responding"? Our definition of responding to a medical emergency is: a person's thoughts, emotional reaction and physical action that immediately follow encountering the situation. An example of a response may therefore be feeling shocked, thinking that the victim needs help immediately and approaching the scene to ask the victim questions. The following definition has been added on page 4: "response refers to a person's thoughts, emotional reaction and physical action that immediately follow encountering the situation".
Overall, again, I suspect that more information about the context and experience of previous episodes of responding would strengthen the paper. We have added context and experiences of previous episodes of responding on pages 5 to 6.
In summary I think this is a nice paper on an important and interesting topic, and that it would be strengthened by modifications to the reporting and interpreting of the data obtained. Title: Not quite a doctor, but should I help? A qualitative exploration of medical students' attitudes towards responding to medical emergencies that occur in the public domain.
ID: bmjopen-2018-028035
Research I read with great interest the above titled article. However, there are several problems in the manuscript.
1. The title states "medical emergencies", while most of the focus under introduction and in other places are about "cardiopulmonary resuscitation." May be state cardiopulmonary resuscitation in the title instead of medical emergencies. This paper is about all out-of-hospital medical emergencies, so it would be inappropriate to alter the title. A few participants described encountering an unconscious person in an out-of-hospital setting or had attended an out-of-hospital arrest. Our definition of a medical emergency has now been added on page 3 at the start of the introduction to clarify this. However, the introduction discusses cardiopulmonary resuscitation as most of the previous literature relating to medical students focuses on this.
2. Strengths: item number 3 should be omitted. Not clearly written and of no value. On the contrary, contributing multiple perspectives on the data is a clear way of increasing the credibility of qualitative research (investigator triangulation). We have however clarified this as follows: "Each author contributed their interpretation of the data, ensuring that one researcher's biases did not dominate the analysis and that a wide range of alternative perspectives on the data were considered, to allow more insightful interpretations to be drawn from the data.".
3. Article summary: statements should be edited and strengthened. The last point "The sample size was small. However, theoretical saturation was reached…" … then you end by saying, "and strengthening the study's credibility." It does not make sense. We have clarified the limitations of the data collected regarding their applicability to other medical schools. However, theoretical saturation was reached for our population under study (UCL medical students) so we have reworded this slightly to reflect this. Credibility and transferability are different concepts within the quality of qualitative research. The following statements are written under 'Strengths and Limitations of this Study' on page 3: "A small sample of students were recruited from a single Medical School, limiting the range of experiences and opinions that were gathered and reducing the transferability of the findings to other Medical Schools. Theoretical saturation was reached, implying that sufficient data was obtained regarding UCL medical students' views and strengthening the study's credibility."
4. Introduction: lines 58-60: were there differences between doctors and medical students, as per ref 13? Tyrer et al. did not specifically aim to compare, and therefore did not comment on, differences between doctors and medical students, so we are unable to elaborate on this.
5. Introduction: Page 4: line 6: Are you after "previous studies of medical students upon this topic?" or you are after "studies on experience or views of medical students regarding cardiopulmonary resuscitation in out-of-hospital?" This has been changed to "Most studies that have investigated medical students' physical and emotional reactions to medical emergencies are quantitative studies that have been conducted over 10 years ago outside the UK, and are predominantly focused in the hospital setting" on page 4.
6. It is not clear how this study is different from what we know from the literature. In what way it is filling a gap? And where is the gap? The justification mentioned briefly is not clear. State clearly your research questions Prior to our study, there has not been a study that explores UK medical students' views on (or about) experiences of responding to medical emergency -specifically out-of-hospital medical emergencies. There is very little literature available regarding medical students' out of hospital emergency experiences. Tyrer et al. conducted a qualitative focus group study in the UK 10 years ago, which involved a mix of doctors and medical students sharing their thoughts on providing CPR in clinical practice, but not in the public domain. Our study explains the factors behind decisions to respond and the process by which students' feel they become more knowledgeable and confident, which will provide useful information on which to base future students' training.
7. Introduction, page 4, lines 11-12: The point raised "lack of knowledge and or skills which could imply that education could be improved" contradicts with conclusions of reference number 13, and the views of doctors that factors such as patient age, quality of life etc. Why education here did not make any difference. Although Tyrer et al. highlight that students feel more competent towards the end of their training (as would be expected), this study does not ask specifically about out-of-of hospital emergencies and confidence, so we cannot draw clear conclusions in this area. It is also possible that students earlier in their training may experience out-of-hospital emergencies and feel less well equipped to handle these. The majority of participants in Tyrer et al were fully-qualified doctors. Therefore, education is less likely to influence how they respond. Emergency medical training or first aid/ response on the undergraduate medical curriculum was not discussed in this paper.
8. Methods: State the place of the study. When was the study carried out? State the study design.
Why did you choose to use semi-structured interviews rather than focus groups? This has been changed to "The study was conducted at UCLMS" and "We chose to conduct interviews rather focus groups as we were interested in individual experiences (rather than exploring group norms and social interactions) and wanted to be able to probe more deeply regarding these" (both on page 4).
9. Not clear about "reflective journal" and I cannot see a follow up of this issue in the manuscript. How did you carry out and apply these "reflective journals" together with the interviews? How did you train the students to write these reflective journals? What did they do in these six months? When did they start the reflection, and when did you conduct the interviews? Justify your design. The description given is poorly written and mixing things (lines 15-60). The reflective journal was written by JX, not by interviewees. This has been changed to "Field notes, such as the need to rephrase questions to minimize ambiguity to improve data collection and the possibility of the influence of the interviewer on participants' responses, were made by JX during the interview in a reflective journal."
10. Selection of students is not appropriately done. "Twelve UCL medical students were invited to participate" (line 46). On what basis did you choose these students? And how these 12 students come to fit into what you are describing in Box 1. It does not make sense. "Snowball sampling" is usually used in hidden population such as sex workers, drug addicts etc. and in focus groups when it is difficult to recruit participants. It has numerous limitations and will be a cause of biases in "personal interviews". We clearly state on page 5 that ten participants were sampled through convenience (students known to JX) and purposively according to their exposure to and experiences of out-ofhospital medical emergencies, as per the categories in Box 1 through JX's personal knowledge and screening questions. Two participants were sampled by snowball sampling because they fitted criteria that needed further representation in the sample (2B and 2C) and were not known to JX prior to introduction through participant 09. Snowball sampling was not used for all participants. We have highlighted in the discussion that the convenience nature of the sample may have limited our ability to capture all experiences, but theoretical saturation was reached.
11. Page 4: last paragraph: Again, authors might have a subtitle about "interviews" and then discuss how the interviews were designed, what were the precautions taken, what was the trigger used, how they maintained standardization, etc. These areas should be considered in the description of this part. The subtitle "Interviews" has been included. It is unclear what reviewer 2 refers to by 'precautions taken' and 'trigger used'. The concept of standardisation is inappropriate within a qualitative research context, as the advantage of semi-structured interviews is the ability to probe further on certain topics and allow the respondent to raise new and unexpected issues. Consistency in topics covered was maintained through use of a topic guide, as clearly stated in our paper. This has been changed to "JX carried out all face-to-face semistructured interviews between February 2018 and March 2018 using a topic guide developed in conjunction with RM and RF and was refined in light of data collection."
12. "legal, professional and ethical obligations to intervene", it is important here to state that medical students are expected to provide first-aid care exactly as a person from the public trained in this area.
In the UK, there is no obligation for anybody, other than qualified doctors to respond to a medical emergency. We have already stated this in the introduction.
13. Page 5: The writing in several places is not at the standards of academic writings. For example, "…how they think they would" We have changed reviewer 2's example to "how they believe they would". The standard of academic writing is otherwise sufficient.
14. Box 2: The proposed scenario is turning things as an ethical challenge. Is this the authors' aim? While I agree that students may feel "over confident" than a person trained in first-aid from the public or "under confident" (possibly afraid to cause harm or not being sure that his/her performance will meet the public expectations), a range of differences may be noted in performance based on how confident they are and also whether they think that need to perform exactly like a member from the public trained in first-aid. The views expressed later under results show that they are trying to separate themselves from the public or did not think about patient safety. Although ethical considerations are obviously present within decision-making in this area, it was not our aim to propose an ethical challenge but to explore how students might react to facing this situation alone. Our results do highlight these range of potential responses. This has already been addressed on page 8 in the subtheme "What is the situation?".
We have reviewed the remaining methods section and ensured it has been reported according to the correct standards, as also required by the journal. It is unclear what further amendments reviewer 2 is proposing within this area.
16. Why only 6 participants only responded to participant validation? We do not know why 5 participants did not respond to participant validation. We did not receive an explanation from the nonresponders. Non-responders were not asked why they did not respond to participant validation.
17. In the abstract "we carried out 11 one-to-one semi-structured interviews" while in Table 2 , we have 12 participants. There are 11 participants in table 2. Note that there is no participant 10 (please see above response to reviewer 1).
18. Page 8: Line 20: what does "unaffected" mean in that sentence? The sentence "One participant described being emotionally unaffected by out-of-hospital medical emergency encounters" implies that one student felt that the medical emergency situations that they had encountered had neither negatively nor positively impacted them emotionally, for example, they did not feel distressed, nor elated when they offered their help or when they did help. We have clarified this.
19. Page 9: I cannot see students talking about "do not do harm", "patient safety", "yes I know physiology of the body, and other knowledge about human body but I am not yet licensed to practice" Under 'obligations: legal, ethical and professional', students report being more likely to intervene if they can make a positive difference, and expressed a reluctance to intervene if they felt they would make the situation worse. Patient safety has already been addressed under theme 1 and we have expanded this further on pages 8 to 9. The following quotation on page 9 demonstrates that a student considered 'patient safety': "[It is] good to act on the… student's… ability… if the student can't perform first aid, it would be better for them not to help and make things worse" (01, 2nd year, 2A).
20. Is the matter about adding more training about handling medical/surgical emergencies in the undergraduate medical courses, or about consideration of patient safety, realizing when do you need expert help, becoming competent in first-aid and advanced cardiopulmonary resuscitation, asking the people around to call an ambulance while performing cardiopulmonary resuscitation. The direction of the interview went into the wrong path. This is obvious in the comments on page 10. We disagree with reviewer 2's interpretation that the interview 'went into the wrong path', particularly as they provide little substantiation for this point. Semi-structured interviews are partly guided by the participant and so are responsive to the data collected. We have added further details on the implications for training on page 13.
21. Discussion: Line 10: it is only 11 students from one institute. We cannot say that this study will solve "the little known about medical students in UK". We have acknowledged that our study findings have limited transferability to other medical schools, including those in the UK in the 'Strengths and Limitations' section (pages 12 to 13), including providing reasons why the transferability is limited. Prior to our study, there has not been a study that explores UK medical students' views on (or about) experiences of responding to medical emergency -specifically out-of-hospital medical emergencies.
22. Compared to focus groups, interviews have several limitations (read the literature). Also, only one tool is used and the sample size is small. Both interviews and focus groups are sets of methods with their own strengths and limitations. It is unclear what other 'tools' reviewer 2 is referring to, as it would be unusual to use multiple topic guides for the same population within one interview -we have not carried out a quantitative questionnaire survey nor a structured interview. We have acknowledged the small sample size in the 'Strengths and Limitations' section (pages 12 to 13. We chose to collect data using interviews rather than focus groups because we wanted to explore individual experiences in sufficient depth rather than group norms and social interactions. We have referenced a paper by Britten on page 4.
23. Implications: Page 12: I wonder from where came "the rare presentations of medical conditions" and "rare medical emergencies" on what basis can this be recommended to give greater exposure to out-of-hospital emergencies? What are these "rare medical emergencies"? Read the literature on medical curricula and how we focus on common conditions and competency rather than rare cases. We have reworded this on page 13 to: "Students believe it is important that emergency care training is included on the undergraduate medical curriculum. However, some felt that extra-curricular training (for example training provided by St John Ambulance) is more comprehensive, with regards to teaching a wider range of potential situations. When students shared how they felt medical school emergency care training could be improved, they thought it would be particularly helpful for training to be integrated into horizontal (systems-based) modules; to learn about both common and less common acute medical emergency presentations; to be offered more opportunities to gain greater exposure to out-of-hospital medical emergencies, for example providing all students with the opportunity to work shadow paramedics in a Pre-hospital Care module, which is currently a StudentSelected Component with limited spaces for enrolment; and to have more revision sessions throughout their undergraduate medical training.".
24.
Conclusions: now the authors back to state "emergency care training". Is the paper about cardiopulmonary resuscitation or emergency care? As clearly stated in the title and aims, this paper is about the provision of emergency care in the out-of-hospital setting. No questions on the topic guide included the phrase 'cardiopulmonary resuscitation' or 'CPR' and we did not aim to ask students about cardiopulmonary resuscitation. The interviewer only asked a participant about their experience of witnessing or responding to an out-of-hospital cardiopulmonary resuscitation when prompted to by the individual's past experience. A few participants described encountering an unconscious person in an out-of-hospital setting. A few participants had attended an out-of-hospital arrest. We have made minor rewordings throughout the paper to reinforce this.
